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such as carcinomatosis of bone, nor on renal rickets, where the bones are so soft
that they can be cut with a knife and practically no calcium remains in the
skeleton. In this condition the primary fault is probably phosphorus retention with
secondary hyperparathyroidism to combat this, with the result that the blood-
calcium is increased at the expense of the calcium in the skeleton. Then there is
the large group where there is a primary defect of cAlcium absorption and deposi-
tion, rickets, and, at a later stage of life, osteomalacia, the one the expression of
this factor in the growing bone, the other in the bone of the adult.
Rickets is a common condition, and its clinical and radiological appearances are
well-known, so I will pass it over and just say a word about osteomalacia.
Osteomalacia is rarely seen here, but it is common in India and China. It usually
appears about puberty, and is intensified in pregnancy by reason of the extra call
made at that time on the body calcium. By reason of the pelvic deformities
produced, it is a serious factor in midwifery. Patholobically, the condition is a
decalcification of the skeleton and replacement of bone by fibrous tissue. The
association with rickets is close, and Harris has shown in monkeys a gradual
transition from rickets to osteomalacia.
There is general osteoporosis and softening of the bone, with bending following
the application of pressure. The blood-calcium is decreased.
The pelvis shows the most typical deformity. The sacrum is pushed downwards
and forwards, taking up a horizontal position. The bodies of the ilia are depressed
and flattened, while the femoral heads push in the lateral walls, giving the typical
triradiate deformity.
The vertebral bodies become bi-concave by pressure of the expanded inter-
vertebral discs. Pseudo-fractures may occur, and multiple bone-cysts.
Clinically, there is pelvic pain and disturbance of gait. The old theory of osteo-
malacic areas is now forsaken. The disease occurs whenever conditions of light and
vitamin D deficiency with increased calcium demand are unfavourable.
CASE REPORT
CASE OF INTESTINAL OBSTRUCTION due to strangulation
of a loop of small intestine in an opening of the left broad ligamcnt.
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THiS type of obstruction would appear to be particularly rare, and in view of the
paucity of physical signs the case described below is of somewhat unusual interest.
The patient was a married woman, aged sixty-two years, mother of five grown-up
children. Her previous history as regards illness and operation was negative. Her
appetite and digestive functions were normal, but she was habitually slightly con-
stipated. On Christmas Day, before dinner, she began to notice slight, crampy
125abdominal pains in the hypogastric region. She had taken a dose of Epsom salts
the previous morning, and her bowels had acted shortly afterwards, and they also
acted, though to a lesser extent, on Christmas morning. The pains continued all
evening, and she vomited once or twice. Never having had an experience of this
kind before, she realized that it was advisable to seek medical advice. She was seen
by a doctor the same evenirrg, who found her condition as follows: Pulse 100;
temperature normal; tongue clean and moist; no abdominal tenderness, distension,
or rigidity; P.V. and P.R.-nothing abnormal detected; hernial orifices normal.
The patient volunteered the information that she had passed no flatus by the
bowel all day.
A high enema was ordered, to be repeated in a few hours if there was no result.
At nine o'clock the following morning, as the enemata had produced no evacu-
taion of her bowels, and as the griping pains continued, the patient was sent to a
nursing-home for immediate operation as a case of acute intestinal obstruction.
The abdomen was opened by the usual right paramedian incision. The cwcum
was not distended, so localizing the seat of the obstruction to the small intestine.
On commencing to trace the ileum up from the ileo-caecal junction, it was found
that at about eight inches from that point, the ileum was held down in the pelvis;
the cause of the obstruction was due to a loop of ileum about ten inches long having
passed through an opening in the left broad ligament. The loop was withdrawn
without difficulty, and it showed a definite though slight constriction-ring at the
point where it was grasped by the opening in the broad ligament. There was a small
purple patch about the size of a sixpence at the mid-point of the loop, otherwise the
bowel showed all the appearances of viability.
The opening in the broad ligament was carefully inspected as to the possibility
of its being a result of adhesions, but it had none of the appearances of such a
condition, nor were there any adhesions in the pelvis, nor any evidence of disease
of any of the pelvic organs. The opening was then obliterated and the loop of bowel
again examined, when the purple patch was found to have changed to a lighter red
colour. A marked ileal band was dealt with and the abdomen closed. The patient
made an uneventful recovery, and returned to her home feeling fit and well on the
thirteenth day after her operation.
Two similar cases were reported by Robert Janes, Department of Surgery,
University of Toronto, in the British Journal of Surgery, October, 1929. He com-
ments on the rarity of the condition, and states that he has only been able to trace
one other case (reported by H. A. Barr in the Medical Record and Annual, 20th
June, 1928). He suggests that the openings in the ligament may have been in some
way related to pregnancy, as there was no evidence of any antecedent inflammatory
condition.
In both of his cases the physical signs were not definite, i.e., in one case tender-
ness in the fornix and in the other a tender cystic mass behind the uterus. In the
case now reported, the patient probably owes her life to the fact that she observed
that she was passing no flatus by the bowel despite griping pains, and thereupon
consulted her doctor.
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